Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

during most ofyworking lifey gven if retired)
EerTrED UORE MAIKER Py, ASTINGS ALBANIA U, S.
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME i4. NAME OF HUSBAND OR WIFE
UNKNOWN UnxnownN JOSEPHINE VANGEL
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 146. SOCIAL SECURLTY NO. 17. INFORMANT ?gi}
{Yes, n unknown]l(lf yes, give war or dates of service) — - 1 MAPLE A VE'
/10) 353-01-9331|Jomhie rey. Iy
[ 18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and {c}. 7 INTERVAL B EEN
E PART I. DEATH WAS CAUSED BY: CQNSET AND DEATH
g IMMEDIATE CAUSE (o) HEPATTC COMA h _pays
o
o Conditions, if any, pue To POST NECROTIC CIRRHOSIS 3-6 MONTHS
R which gave rise to
above ctause (8}, .
stating the under- ﬁ/
lying cause tast. DUE-TO (¢} )
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I, If decessed was female was
{(:) diseasa condition given in PART I {a} there a pregnancy in last 90 days.
§ ] O Yes | O Ne I O Unknown
E 19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b, PESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART { or PART H of item 18.)
x PERFORMED ] m] j.]
v YES O NO
-
& 1720, TIME OF  Hour  Maonth, Day, Year
a INJURY aum,
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICON COUNTY STATE
WHILE AT WORK [} farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK ]
21. 1 attended the deceased fro ANU l" . ra_JHLI_BQ,_l959_md last saw :,e,:, alive on-m_lgsg__
Death occurred at. 12. AM, m on the date stated shove, and to the best of my knowledge, from the causes stated.
o -
w 272, 51 {Degrge or litle) 22b. ADDRESS . 22c. DATE SIGNED
° e ANy A BARNES HOSPITAL
S - A, D, 7/30/59
o 23a. BURIAL, CREMATION, | Z3b. DATE %3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county)  (S1at€)
(] REMOVAL (Specify) ‘ .
T -1- Sunser Hrri CEMETER DWARDSP, Z
< HFUNERAL DI R DRESS 25. DATE RECD. B8Y LOCAL REG. |24 __fREGISI ¥ & B
i\ ok Mty onnitiCA,; JuL 3 159
/ {Licensed Embzimers Statement on Reverse Side) })ﬁ, }. /j

FILED VS AUG 11 1958

59027306

' STATE FILE NUMBER
Registration Distriet Ne, ______ooceeeree————___Primary Registration District No. _,.__,-________--Regian N°-7-080—-—-—-
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased lived. If institution: Residepce before
. COUNTY . STA b, COUNTY isal
’ “SMFLLINOIS Maprsown /["”
b. COITRY (If gutside corporate limits, give TOWNSHIP only) Length of stay in 1b [N CC|>TRY Insida Limits
TOWN 5T, LOUIS, MISSOURI 3 WEEKS OWN  GraNITE CITY Yos i No 1
e, tl%éPTTAATEOOF {If NOT in hospital, give location) Inside Limirs d. :E";%EEES (I cutside, give location} Reside on Farm
R
NSTITUTI A { N Y N
nsiirviion BARNES HOSPITAJ. vx %0l 7750 Mapre AvenuE “0 Mg
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
FONDO NMN VANGEL DEATH JULY 30 1959
5. SEX 6. COLOR OR RACE 7. Married 1 Never Married [} {8. DATE OF BIRTH [ 9 AGE (last birthday} |1F UNhDER lDYEAR I: UNDER 1,’; HR
Widewed [ Divorced ] Months Y3 ours in.
NaLe WHITE -7=-1892) 66 YRS, |

10a. USUAL OCCUPATION {Give kind of work done | 10b. KINDGE"W&LINDUSTRY 11. BIRTHPLACE (City end state or country) | 12. CITIZEN OF WHAT COUNTRY




. N
Bl W r
.-..t" bl *

STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by

or by Student Embalmer No.

working under my personal supervision. M{y
Student Slgne C(D %/01

Signature of Student Embalmer

Licensed Embalmer No. w
' o, P.O. A@Jé MM

Nofe: The above MUST BE SIGNED BY THE LlCENSED EMBALMER |n hlS OWN HANDWRITING (Failure to com
with the above constitutes grounds for revocation of Ilcense) e ey -
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

. If this body is not embalmed, fact should be so stated above. - -




